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Abstract

Patients in in-patient rehabilitation are often discharged with adaptive equipment in order
to be safe and independent in their homes, as is the case for patients at ManorCare, a skilled
nursing facility in Tacoma, Washington. However, if adaptive equipment that is functionally
necessary is not being used by the patient, it can lead to reduced independence and safety,
potentially resulting in incidents that result in injury and re-admittance. Therefore, Rehabilitation
Director Joette Jindra, OTR/L requested research to understand the factors that contribute to
continued use or non-use after discharge to assist therapists in their clinical decision-making
when making equipment provisions and recommendations. The research showed that
approximately ⅔ of patients continue to use their equipment based on client, equipment, training,
and environmental factors.
The findings of this research were presented at an in-service presentation at ManorCare
to the occupational therapy staff. Additionally, a clinical decision-making tool was developed
and disseminated for clinical use, outlining the factors that affect continued use. Two surveys
were disseminated to the in-service participants; one at the end of the presentation and another
two weeks later, giving them time to trial the decision-making tool. The results of the first survey
indicated that the information presented was clear and useful. The results of the second survey
indicated that the decision-making tool had a moderate impact of their approach to equipment
prescription. It is recommended that the facility consider conducting follow-up with discharged
patients to track continued equipment use and suitability.
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Executive Summary

In October 2016, this research team collaborated with Rehabilitation Director Joette
Jindra, OTR/L, of ManorCare, a skilled nursing facility in Tacoma, Washington, who requested
research to understand the rate and duration of continued use of adaptive equipment postdischarge. Patients are often discharged with adaptive equipment to be safe and independent in
their homes. The research gathered led not only to the rate of continued use, but also to the
factors that contribute to continued use or non-use after discharge. This knowledge can be
applied by occupational therapists in their clinical decision-making to optimize the equipment
provision and recommendation process.
The research process entailed a literature review of studies examining post-hospital and
post-rehabilitation discharge use of adaptive equipment in peer-reviewed journal articles in
English after 1996. Thirteen databases were searched using refined search terms to produce the
most relevant articles. Abstracts were then reviewed and selected for inclusion into the Critical
Appraisal of a Topic table. Out of 3,146 article titles, 12 were selected for further review based
on inclusion and exclusion criteria.
The research showed that approximately ⅔ of patients continue to use their equipment,
based on factors encompassing four key themes: client, equipment, training, and environment.
Demographic patient-based factors associated with higher rates of use include being older in age
(over 70), being female, having a lower income, not having a caregiver, and having less
education. Other patient-based factors that influence use are cognitive ability to learn and recall
training, diagnosis, perception of equipment, perception of need of equipment, length of time
elapsed since discharge, anxiety, and involvement in the equipment selection process. The
primary environmental factor is generalization of equipment use into the next setting. Major
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equipment-based factors affecting use are the suitability of devices to fulfill the need of the
patient and the intended purpose, quality, aesthetics, and cost. The training factors affecting
recall and usage include time of delivery, frequency, duration, and instructional methods, all of
which are patient-specific depending upon diagnosis and cognitive status.
This information is useful to occupational therapists when making equipment provisions.
If adaptive equipment is functionally necessary but not being used, it can lead to reduced
independence and safety, potentially resulting in incidents that result in injury and re-admittance.
Occupational therapists should approach the prescription of adaptive equipment in a patientcentered manner, including the patient in the decision-making process. Understanding the
patient’s perception of the equipment has implications for actual usage. The selection of
equipment should include consideration of patient fit (i.e., aesthetics, suitability, durability, cost).
Awareness of the patient’s anxiety, cognitive status, and motivation is important due to their
effects on the ability to learn. Training considerations include the timing as it relates to the
patient’s ability to learn and stage of recovery, as well as the inclusion of family members or
caregivers. Additionally, consideration of the suitability of equipment within the home
environment is a key part of continued usage. Patients can benefit from a follow-up home visit to
re-assess the fit of the equipment within the home.
In order to share the findings of this research, an in-service presentation was conducted at
ManorCare to the occupational therapy staff and a post-presentation survey was administered to
retrieve feedback on the clarity of the information presented. Additionally, a clinical decisionmaking tool was developed and disseminated for clinical use, outlining the factors that affect
continued use or non-use according to the research. A follow-up survey was administered to the
occupational therapy staff two weeks after the presentation to gather data on the usefulness of the
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decision-making tool. The results of the first survey indicated that the information presented was
clear and useful. The results of the second survey indicated that the decision-making tool had a
moderate impact on clinicians’ approach to equipment prescription.

ADAPTIVE EQUIPMENT USE
CRITICALLY APPRAISED TOPIC (CAT): ADAPTIVE EQUIPMENT USE
Focused Question:
What is the rate and duration of adaptive equipment use, and reasons for or against usage
by patients once they are discharged from skilled nursing care?
Collaborating Occupational Therapy Practitioner:
Joette Jindra, Director of Rehabilitation
ManorCare Health Services, Tacoma, Washington
Prepared By:
Elizabeth Goodwin, OTS
Elizabeth Siska, OTS
Jamie Theuer, OTS
Chair:
Kirsten Wilbur, EdD, OTR/L
Course Mentor:
George Tomlin, PhD, OTR/L, FAOTA
Date Review Completed:
October 25, 2016
Clinical Scenario:
A main component of occupational therapy treatment in in-patient adult rehabilitation
revolves around conducting activities of daily living (ADL) such as bed mobility, dressing,
personal hygiene and grooming, toileting, and bathing. Based on the specific needs of each
patient, adaptive equipment may be provided to assist in the independence and safety of ADL
tasks. For this research project, we collaborated with the director of rehabilitation at a skilled
nursing facility who was seeking information about the continued use of adaptive equipment
to support ADL function after a patient is discharged from the facility. This information was
sought to determine if equipment provision is an appropriate use of resources, as well as to
better understand the implication that if equipment that is functionally necessary is not being
used, it can lead to reduced independence and safety, potentially resulting in incidents that
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cause re-admittance. While occupational therapists typically provide training in the purpose
and proper use of equipment during treatment, therapists may not be aware of the factors that
contribute to the continuation of use once in-patient services have ended. We hypothesized
that associated findings affecting use could include effectiveness of training programs, ease of
use, condition or diagnosis, patient demographics, environmental factors, and suitability of
equipment. The goal of this research was to learn the rate of continued use of adaptive
equipment, as well as reasons for or against usage by patients after they are discharged from
skilled nursing care. The purpose of this information is to assist in the clinical decision-making
when making equipment provisions and recommendations. The discovery of continued usage
rates of adaptive equipment and factors affecting use is important because this knowledge can
assist with developing strategies to make optimal equipment provision recommendations to
meet the unique and individual needs of each patient.

Review Process
Procedures for the selection and appraisal of articles
Inclusion Criteria:
Studies examining post-hospital and post-rehabilitation discharge use of adaptive
equipment in peer-reviewed journal articles in English after 1996.
Exclusion Criteria:
Adaptive equipment use not specific to hospitalization or post-rehabilitation, mobility
devices, electronic assistive devices, articles already included in literature reviews.
Search Strategy
Categories
Patient/Client Population

Intervention
(Assessment)
Comparison
Outcomes

Key Search Terms
Adults who were issued and trained to use adaptive
equipment post-discharge from hospitalization or inpatient rehabilitation
Adaptive equipment (not electronic or mobilityrelated)
n/a
Continued use of adaptive equipment beneficial to
ADL independence

ADAPTIVE EQUIPMENT USE
Databases and Sites Searched
AJOT
Australian Journal of Occupational Therapy
BJOT
CINAHL
CJOT
Cochrane Library
Google Scholar
OTSeeker
Primo
ProQuest
PsychInfo
PubMed
Scandinavian Journal of Occupational Therapy
Quality Control/Review Process:
This research team initiated the article search process by creating a tracking table and
reference list to prevent redundancy. Team members were assigned specific databases to search
in order to further prevent repetition. The process began with a broad, general search of the
character of the use of adaptive equipment. The initial search took place in Primo database,
which produced hundreds of hits of articles about adaptive equipment use across ages,
diagnoses, and settings. There is a large amount of research on the use of equipment in general,
especially by the frail elderly in the home. From there, the search was refined using the
inclusion criteria of adherence to or compliance with the use of adaptive equipment specifically
post-discharge from hospital or in-patient rehabilitation settings. Team members conducted
searches together to collaborate and come to consensus on search terms that produced the most
relevant articles. Once search terms were refined, team members input these terms into the
above-referenced databases. Articles with relevant titles were further reviewed by reading the
abstracts. Studies specific to electronic equipment and mobility devices were excluded
according to our collaborating clinician’s request. Lastly, articles chosen for full review were
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reference-checked and citation-checked. Articles that already appeared in selected literature
reviews were excluded.
Upon re-creation of the CINAHL search from October 9, 2016, conducted on January 25,
2017, no new relevant articles were discovered.
Articles found: 3,146
Articles rejected: 3,134 due to not meeting inclusion criteria
Articles selected for review: 12
Key players in review process: George Tomlin, Kirsten Wilbur
Results of Search
Table 1. Search Strategy of databases.
Search Terms

Date

Database

Initial Articles
Hits
Excluded

Total
Selected
for
Review

“Adaptive equipment” AND
“adults” AND “hospital
discharge”

9/24/16

AJOT

80

80

0

“Activities of daily living” AND
“equipment” AND “postdischarge”

9/24/16

AJOT

92

92

0

“Adaptive equipment” AND
“home usage”

9/24/16

AJOT

155

155

0

(adaptive equipment) OR
(assistive device) AND us* OR
adherence OR compliance NOT
children NOT mobil*

10/18/16 AJOT

79

79

0

reacher OR (sock aid) OR (long
handled sponge) AND us* OR
adherence NOT children NOT
mobil*

10/18/16 AJOT

2

2

0

(adaptive equipment) OR
(assistive device) OR (assistive
tool) OR (compensatory
technique) AND use OR usage
OR adherence OR compliance

10/18/16 AJOT

35

35

0
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(adaptive equipment) OR
(assistive device) OR (assistive
tool) OR (compensatory
technique) AND us* OR
adherence OR compliance NOT
child* NOT mobil* NOT amb*

10/18/16 AJOT

112

112

0

(compensatory aid) OR
(compensatory device) OR
(compensatory tool) OR
(compensatory technique) AND
use OR usage OR adherence OR
compliance NOT mobil* NOT
child* NOT infant*

10/18/16 AJOT

123

123

0

Equipment

10/18/16 Australian
Occupational
Therapy
Journal via
EBSCO

58

58

0

“Adaptive Equipment” AND use

10/23/16 BJOT

91

87

4 (3
repeats)

“Adaptive Equipment” OR “ADL
Equipment” OR “Assistive
Device” AND “Us*” OR
“Adherence” OR “Compliance”
AND NOT children AND NOT
Mobil*

10/9/16

242

233

9 (5
repeats)

“Sock aid” OR “sock aide” AND
“us*” OR “adherence” OR
“compliance”

10/18/16 CINAHL

0

0

0

“Reacher” OR “dressing stick”
AND “us*” OR “adherence” OR
“compliance”

10/18/16 CINAHL

9

9

0

“Long-handled sponge” AND
“use*” OR “adherence” OR
“compliance”

10/18/16 CINAHL

2

1

1 repeat

“Adaptive Equipment” OR “ADL
Equipment” OR “Assistive
Device” AND “Us*” OR
“Adherence” OR

10/18/16 CINAHL

5

4

1 repeat

CINAHL
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“Compliance” AND “hip
fracture” OR “hip surgery”
“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” AND “spinal
stenosis” OR “spinal fracture”

10/18/16 CINAHL

0

0

0

“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” AND “COPD”
OR “chronic respiratory
disease”

10/18/16 CINAHL

0

0

0

“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” AND NOT
children AND NOT Mobil*

1/25/17

CINAHL

243

234

9 repeats

“Assistive devices” AND “use”

9/24/16

CJOT

39

39

0

“Adaptive equipment” OR
“assistive device” AND “use”
OR “compliance” OR “hip
fracture” OR “hip surgery”

10/18/16 CJOT

49

48

1 repeat

“Adaptive equipment” OR
“assistive device” AND “use”
OR “compliance” AND
“COPD” OR “chronic
respiratory disease”

10/18/16 CJOT

3

3

0

“Adaptive equipment” OR
“assistive device” AND “use”
OR “compliance” AND “spinal
stenosis” OR “spinal fracture”

10/18/16 CJOT

3

3

0

“Adaptive equipment” AND
“use” (word variations
searched)

10/18/16 Cochrane
Library

34

34

0
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Assistive device

10/18/16 OTSeeker

12

12

0

“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Use”
OR “Usage” OR “Adherence”
OR “Compliance” NOT
“Children” NOT “Mobility
Device”

10/9/16

Primo

221

217

4 (2
repeats)

“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” AND “postdischarge” OR “post discharge”
OR “post hospitalization” OR
“post-hospitalization” OR “postrehabilitation” OR “postrehabilitation” OR “posttreatment” OR “post treatment
“NOT “Children”

10/9/16

Primo

3

3

0

"Adaptive Equipment" OR
"Assistive Device" OR "ADL
equipment” AND "post
discharge" OR "post hospit*"
OR "post treatment" OR "post
rehab*

10/9/16

Primo

3

3

0

“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” AND “skilled
nursing facility” AND NOT
“Children”

10/9/16

Primo

1

1

0

“Adaptive equipment” AND
“post discharge”

10/9/16

Primo

5

5

0

“Assistive device” AND “post
hospitalization”

10/9/16

Primo

25

25

0

"assistive device" OR "ADL
equipment" OR "adaptive

10/9/16

Primo

2

2

0
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equipment" AND “Post
Discharge”
"assistive device" OR "assistive
tool" OR "compensatory
technique" AND use OR usage
OR adherence OR compliance
AND home

10/9/16

Primo

39

37

2 repeats

"assistive device" OR "reacher"
OR "sock aid" OR "long
handled sponge" AND "home"
OR "discharge" NOT
“Children” NOT “Mobility
device” OR “Ambulation”

10/9/16

Primo

55

52

2 (1
repeat)

"Adaptive equipment" OR
("assistive device" OR "ADL
equipment") AND (us* OR
adherence) AND (COPD) NOT
children NOT ambulation NOT
technology NOT mobility NOT
falls

10/18/16 ProQuest

384

384

0

“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” AND NOT
children AND NOT Mobil*

10/18/16 PsychInfo

150

141

9 repeats

“ADL equipment” OR
“adaptive equipment” AND
“post-discharge” OR “postdischarge use”

9/23/16

PubMed

2

2

0

Adaptive equipment OR
assistive device AND “postdischarge use” OR “use after
hospitalization”

9/23/16

PubMed

61

60

1

ADL equipment OR adaptive
equipment OR adaptive device
AND post-discharge OR postrehabilitation OR after
hospitalization

10/23/16 PubMed

24

24

0
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“Adaptive Equipment” OR
“ADL Equipment” OR
“Assistive Device” AND “Us*”
OR “Adherence” OR
“Compliance” NOT “Children”
NOT “Mobility Device”

10/9/16

assistive device AND use

PubMed

32

30

2 (1
repeat)

10/18/16 Scandinavian
Journal of
Occupational
Therapy via
EBSCO

23

22

1

Equipment

10/18/16 Scandinavian
Journal of
Occupational
Therapy via
EBSCO

32

31

1 repeat

Assistive

10/18/16 Scandinavian
Journal of
Occupational
Therapy via
EBSCO

42

40

2 repeats

Table 2. Articles from citation tracking.
Article

Date

Gosman-Hedström,
Claesson, & Blomstrand
(2002)

Database

Initial
Hits

Articles
Excluded

Total Selected
for Review

10/18/16 Google
Scholar

36

35

1 repeat

Kraskowsky & Finlayson
(2001)

10/18/16 Google
Scholar

110

108

2 repeats

McNaught & Paul (2015)

10/18/16 Google
Scholar

0

0

0

Rogers, Holm, & Perkins
(2002)

10/18/16 Google
Scholar

13

13

0

Schemm & Gitlin (1998)

10/21/16 Google
Scholar

40

38

2 repeats
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Thomas, Pinkelman, &
Gardine (2010)

10/18/16 Google
Scholar

5

4

1 repeat

Wessels, Dijcks, Soede,
Gelderblom, & De Witte
(2003)

10/18/16 Google
Scholar

150

149

1 repeat

Wielandt & Strong (2000)

10/18/16 Google
Scholar

62

57

5 repeats

Wielandt, McKenna, Tooth,
& Strong (2001)

10/18/16 Google
Scholar

5

3

2 repeats

Wielandt, McKenna, Tooth,
& Strong (2006)

10/18/16 Google
Scholar

60

59

1

Total number of articles used in review from citation tracking = 1
Table 3. Articles from reference tracking.
Article

Date

Gosman-Hedström, Claesson, &
Blomstrand (2002)

Articles
Referenced

Articles
Excluded

Total Selected
for Review

10/18/16 37

37

0

Kraskowsky & Finlayson
(2001)

10/18/16 18

14

4 repeats

McNaught & Paul (2015)

10/18/16 38

36

2 repeats

Rogers, Holm, & Perkins
(2002)

10/18/16 24

24

0

Schemm & Gitlin (1998)

10/21/16 45

39

6 repeats

Thomas, Pinkelman, &
Gardine (2010)

10/18/16 11

5

6 repeats

Wessels, Dijcks, Soede,
Gelderblom, & De Witte
(2003)

10/18/16 25

23

2 repeats

Wielandt & Strong (2000)

10/18/16 35

29

6 repeats

Wielandt, McKenna, Tooth, &
Strong (2001)

10/18/16 38

32

6 repeats

ADAPTIVE EQUIPMENT USE

Wielandt, McKenna, Tooth, &
Strong (2006)

15

10/18/16 64

54

Total number of articles used in review from reference tracking = 0
Total number of articles used in review from database searches = 11
Total number of articles used in review from citation tracking = 1
Total number of articles used in review from reference tracking = 0
Total number of articles used in review from UPS Master’s Thesis = 0
Total number of articles used in CAT = 12

10 repeats
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Summary of Study Designs of Articles Selected for the CAT Table
Pyramid
Study Design/Methodology of Selected
Side
Articles

16

Number
of Articles
Selected
1

Experimental

___Meta-Analyses of Experimental Trials
_1_Individual Randomized Controlled Trials
___Controlled Clinical Trials
___Single Subject Studies

Outcome

___Meta-Analyses of Related Outcome Studies
___Individual Quasi-Experimental Studies
___Case-Control Studies
_3_One Group Pre-Post Studies

3

Qualitative

___Meta-Syntheses of Related Qualitative
Studies
___Small Group Qualitative Studies
__Qualitative Study on a Single Person

0

Descriptive

_4_Systematic Reviews of Related Descriptive
Studies
_2_Association, Correlational Studies
___Multiple Case Studies (Series), Normative
Studies
___Individual Case Studies
_2_Survey, questionnaire, interview, self-report

8

Comments:
AOTA Levels
I- 5
II- 0
III- 3
IV- 4
V- 0

Total =12

ADAPTIVE EQUIPMENT

17

Table Summarizing the QUANTITATIVE Evidence
Author,
Year,
Journal
Abbrev.
Schemm &
Gitlin
(1998)
AJOT

Study Objectives

Wielandt et
al. (2001)
Phys &
OT in
Geriatrics

To analyze the
reasons for patterns
of use of bathing
equipment by pts
post-d/c from
hospital.

To understand
factors influencing
how OTRs instruct
older adults in use
of AD for bathing
& dressing.
Specific interest in
teaching
methods, time
spent training,
& OTRs
perceptions of pt.
understanding of
device use.

Study
Design/
Level of
E.
D2
IV
Correlati
onal
study

D2
IV
Correlati
onal
study

Participants :
Descript, Incl.
& Excl. Crit

Interventions & Outcome
Measures

Summary of Results

Study Limitations

Patients N= 86,
mean age 73.4,
65 Female).
Inclusion: > 55
yo, good
cognitive
status, 1° dx of
CVA,
orthopedic
condition, or
LE amputation,
d/c home w/ 1+
AD

AD provision and training.
Pearson’s r to analyze
patient self-reports & training
factors. Measures: FIM & 4
self-reports a) satisfaction w/
training b) device use expectation c) device eval. d) BSAS for
psychological well-being.
19 OTRs documented device
training factors: # of tx sessions
provided, time spent training,
method of instruction, pt
understanding of AD use,
predicted home use, tx
team & family involvement.
Survey (5-pt. Likert scale) of
use of 8 pieces of bathing
equipment (shower stools,
chairs, bath boards, hand-held
hoses, toe wipers, soap bags,
nonslip mats, and LHBS) 8 wks
post-d/c.

Family instruction for pts. w/
negative feelings about AD. (r = 38, p < .001), low cog. scores (r =22, p < .01), and low positive eval.
of AD (r = -29, p < .001). Mean of
2-3 AD prescription. for dressing &
bathing. Satisfaction w/training (M
= 4.88/5), adequacy of training (M
= 2.88/3), positive feelings towards
AD (M = 3.92/5).
Recommendations: include
family members/caregivers in
training, provide written and video
instruction for home use,
diagrams/pictures.
71.1% overall use. Most used:
shower chairs (87.5%), non-slip
mats (80%). Least: toe wiper (40%)
LHBS (0%). Factors: perception of
benefit, pt selection, pt and
caregiver training. Non-use factors:
equipment no longer needed (50%),
lack of training (26.9%), change in
needs (23.1%). Caregiver presence
in AE training & use at follow-up
(χ2 (1) = 7.8, p < 0.05), perceived
benefit & bathing AE use (χ2 (1) =
71.7, p < 0.05), & pt selection and
bathing AE use (χ2 (1) = 11.1, p <
0.05). Recommendations: include
pts in selection.

OT record keeping of tx &
usage: reliability
unknown. Tracking
form for instruction:
low interrater reliability.
LOS changed from 21
(during study) to 8-14
days which may have
changed training
approach and usage.
No exclusion criteria
specified. Non-diverse
sample may limit
generalizability; mainly
Caucasian women.
Small sample size,
limited diversity of
sample limits
generalizability,
differing timing of
equipment training, selfreport.

N = 64 (36.6%
of eligible),
62.5% Female,
mean age 70.7.
Inclusion: Pts
d/c after
general med. or
surgical
procedure,
prescribed
equipment by
OT, no
cognitive
impairments.
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GosmanHedstrom
et al.
(2002)
SJOT

To evaluate
assistive device
prescription,
frequency, cost,
types, and impact
on ADLs during
various stages of
rehab. among
elderly pts in acute
stroke unit.

E2
I

Rogers et
al. (2002)
Arthritis &
Rheumatis
m

Examination of
LHBS use in pts
with RA and OA
post-d/c. Describes
use post
prescription in
hospital, 2 and 12
mo. post-d/c.

O4
III

Randomi
zed
control
trial

Pre-post
group
study

18
N=173
Inclusion:
Living at own
home pre CVA.
Living in
home, assisted
living, or
nursing homes
post CVA. AD
for ADLS.
Exclusion:
hearing, vision,
& continence

Intervention care (n=116,
median age =80.4) in stroke unit
included OT, PT, CVA nurse,
d/c planning, practice
w/relatives and home assistance
post- d/c. Conventional care
(n=57, median age=80.1) in
general ward included some OT
and PT. Outcome measures:
FIM,
unspecified questionnaire used
at 3 and 12 mo. post stroke.

N=102, 93.1%
white, 79.4%
Female, mean
age = 64.6 yo.
Pts from one
hospital 198992. Inclusion:
pts w/ RA or
OA dx, ≥18 yo,
prescription of
AD by OTS,
Exclusion: pts
w/ surgery for
non-jt related
problem and
functional
disability not
related to RA
or OA. n=1 lost
to attrition.

Intervention: LHBS
prescription.
Outcome measures:
OA and RA dx duration,
# of jts affected, CES-D, KFT,
HAQ, Pain visual analog scale,
ATD-General, ATD-Specific.

Reasons for non-use: desire to perform
w/o AD, lack of need, clumsy, lack of
knowledge to properly use. 23% of pts.
needed AD’s 0-3 months post stroke.
Most pts. felt AD increased confidence,
independence, & activity participation.
Re-evaluation of AD prescription after
acute phase & in context. After 12
months, 41% in stroke unit and 40% in
general ward were I or mod I. No
statistically significant difference on
impact on ADs btw groups.
Recommendations: re-evaluate AD after
acute phase and in context.
86% usage rate of LHBS post- d/c (1x
use & continual use). 70% of continual
usage at 1 mo., of that 72% usage at 2
months. No statistically significant
demographic difference in pt data in use
and non-use. Pts w/ greater than mean
number of affected jts more likely to
use LHBS (p < .05) at 2-mo. follow-up.
Pts who became non-users had
perceived increased in self-efficacy. @
12 mo., n = 52 using LHBS.

Costs for AD
training &
prescription not
included. Pts.
living at home
prior to stroke
may affect
generalizability.

Generalizability
limited, one AD
examined, pts
primarily female.
86% usage rate
misleading b/c
was characterized
by continued use
and use of LHBS
1x.
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Hoffmann
&
McKenna
(2004)
BJOT

To identify factors
affecting use of AE
10 wks posthospital d/c in
order to determine
need for service
delivery
modification.

D3
IV

Wielandt et
al. (2006)
Dis &
Rehab

To study the ability
of client-,
equipment-, and
intervention-related
factors to predict
the post-d/c use of
equip
recommended by
OTRs.

O4
III

Descripti
ve survey

Pre-post
group
study

19
N = 127, mean
age = 78.7,
85% veterans.
Inclusion: AE
prescribed. in
hospital & to
increase
independence
in ADL,
cognitive
status.
Exclusion:
mobility aids,
terminal
illness, patients
readmitted after
AE
prescription.
N = 167, 102
Female, mean
age 69.2. Pts
admitted to
ortho or rehab
ward of metro
hospital during
9-mo. period,
had been
recommended
equipment, no
cognitive
impairments.

Questionnaire w/ pics of AE
distributed to participants to
collect rate of usage 10 wks
post d/c. Chi-squared analysis
used to measure relationship
btw usage and following
factors: age, gender, dx, living
situation, caregiver involvement
in training, types of AE and
home-visit

Use: 89.2% of items used since d/c,
70.3% at follow-up, 10.8% never. Most
used: shower chairs, toileting equipment
Least used: toe-wiper, dressing aids.
Non-use: lack of need. Discontinued
use: temp. need (87%). 13.4% not
trained. 28.3% had caregivers present
during training. Pts. living alone more
likely to use toileting equip (p = .021 &
shower chairs p = .001). Implications:
know client’s priorities, goals, &
preferences. Have client demo use.
Train in context. Follow-up, to assess
AE fit. Consider renting AE.

Length of time not
recorded for those
no longer using
previously used
equipment.
Self-report may
affect response
accuracy. Low
generalizability
due to mainly
male and veteran
participants.

Interviews conducted prior to
hospital d/c, again at 4-6 wks
post-d/c of use of rails, bathing
items, toilet frames, dressing
items. Assessments: M
BI, HADS,
MES.

66% avg. usage at 4-6 wk follow-up
(22/27 rails, 30/43 bathing items, 35/59
toilet frames, 23/38 dressing items).
Predictors of use at p < .01: positive
perception (6.8x more likely to use), not
anxious (4.3x), and able to recall
training (3.6x)

Participants
selected via OT
referral, 82% of
eligible
participants, may
be biased toward
less unwell,
different timing of
training of
equipment.
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Thomas et
al. (2010)
Phys & OT
in
Geriatrics

Investigate the
reasons for nonuse
of adaptive equip
by pts returning
home after total hip
replacement
surgery.

D3
IV

McNaught
& Paul
(2015)
BJOT

To measure the
duration of
AE use in
rehab and
at home after
TKR.

O4
III

Descripti
ve survey

Pre-post
group
study

20
N = 9, 6
Female, age
range 46 - 84,
mean 66. Pts
returned home
after hip
surgery,
obtained by
convenience
sample.
N = 19
Inclusion:
elective
partial or TKR,
participants
>18 yo
Exclusion:
participant use
of AE nonknee related
reasons,
other
significant
health
problems,
cognitive
impairment,
living
30 miles from
hospital.

Phone interviews of equipment
use (reacher, raised toilet seat,
sock aid, long-handled
shoehorn, long-handled sponge,
shower chair) 3 months – 4 yrs.
post-hip replacement.

72% of pts used equipment all the time.
Reasons for nonuse: low level of
involvement in decision-making, lack of
adequate instruction, improvement of
condition, environment not conducive.

Small sample size,
convenience
sample, limited pt
diversity and
diagnoses limits
generalizability.

10 pts. issued AE for
bathing, transfers, or meal
prep. Patients assessed 3x: <2
wks before surgery, day of d/c,
and 6wks post-surgery.
Outcome Measures: United
Kingdom FIM, OKS completed
by pts. before surgery and
1x/wk for 6wks. Pts. maintained
weekly diary. Data analyzed
using Minitab statistical
software.

3 pts. used AE 6
weeks past d/c. No statistically
significant difference in pain or function
found in pts pre-op who did and did not
need AE.
Pts that needed AE post op had worse
pain (p = .03), worse function (p = .04),
and longer inpatient LOS (p = .041).
95% usage of AE prescript at 4 wks
post-d/c. Discontinuation in use
before follow up was due to
improvements in mobility and function.
Following TKR AE is
needed for min of 4wks.

No info on AE
training
provided. Small
sample size.
Researching
collecting pt. info
during follow-up
not blinded to
goals of study.
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Table Summarizing the Meta-Analyses/Meta-Syntheses/Systematic Review Evidence
Author,
Year,
Journal
Abbreviation

Study
Objectives

Study
Design/
Level of
Evidence

Number of Papers
Included, Inclusion
and Exclusion
Criteria

Interventions &
Outcome
Measures

Summary of Results

Study Limitations

Kraskowsky &
Finlayson (2000)
AJOT

To identify
factors
influencing
the use of
adaptive
equip among
older adults.

DI
I

Studies should consider
how intensity and
duration of training, the
teaching technique, the
person providing tx, and
location of training
affect adherence. Client
expectation to use
device and personal
motivators must also be
considered.

D1
I

Equip included
dressing, bathing,
feeding, seating,
hygiene, and
mobility devices.
Usage rate
determined by
quantity of aids
used/aids owned
and participant
reported rate of use.
Usage data
collected during
multiple follow-up
periods.
Equipment: selfcare, mobility,
braces, shoes,
splints, beds,
tables, alarms,
seating, hearing,
vision, TENS,
cushions, corsets,
cooking, comm.
and environmental
adaptations.

Statistically significant factors
affected usage: age, gender, income,
health status, living situation,
education, civil status, time post-d/c.
Usage rates 47-82%, bathroom aids
most used. Other factors: training,
type of condition, and device
suitability. Usage increased with age.
Recommendations: attend to client
concerns, conduct home visit prior to
prescription, determine appropriate
expectations.

Literature
review of
post-d/c
compliance
of adaptive
equipment.

Eight cross-sectional
and 6 longitudinal
studies published 19801998 were reviewed. 5
databases searched:
Healthstar, MEDLINE,
Cinhal, and Proquest
Direct, and aotf.org.
Inclusion criteria:
studies printed in
English, AE centered,
older adults. Exclusion:
product or modelspecific studies, adults
younger than 55.
31 studies that surveyed
compliance from 19631996. N = 8 - 502, age
range 2.5 – 93.
Diagnoses: SCI,
arthritis, CP,
orthopaedics, pain,
visual impairments,
cognitive impairments,
CVA.

Factors associated with compliance:
client-related (higher compliance for
persons living alone), medicalrelated (higher compliance for
persons with joint disease and ortho
surgeries), equipment-related
(adequacy, aesthetics, timing of
delivery), assessment-related (family
involvement, home visits), trainingrelated (adequacy, location, family
involvement). Usage rates reported
as 35-100%.

Studies about
compliance should
consider the nature of
“use,” the time of
follow-up, and sample
size. Further research in
equipment training
needed.

Wielandt &
Strong (2000)
BJOT

Literature
Review

Literature
review

ADAPTIVE EQUIPMENT USE
Wessels et al.
(2003)
Tech and Dis

Boland et al.
(2016)
BJOT

To provide
an overview
of the reasons
in the
literature. for
nonuse of
provided
assistive
technology.
To examine
the literature.
on AE for
personal care
and mobility
after CVA.

D1
I
Literature.
Review

D1
I
Literature.
Review

22
25 papers reviewed,
authors followed
subject for several
years, used papers that
were repeatedly
referred to in the
literature.

11 categories of
“use” and “nonuse.”

Non-use of equip is associated with
client factors (age, gender,
diagnosis), factors related to device
(quality, appearance), user’s
environment, and intervention.

More is known about
non-adherence than
nonuse. Strategies to
enhance adherence may
also reduce nonuse.

28 studies on
effectiveness of AE use
(ADL or mobilityspecific) by adults postCVA in a peerreviewed journal.

CVA-specific
impairments and
consequences for
AE use, meaning of
AE, cost of AE,
conflicts btw. AE
provision and
models of CVA
rehab.

Factors affecting use: cognition,
home-based training, meaning and
social context of AE, costeffectiveness, AE more important to
function than recovery of normal
mvmt. patterns.

Some populations
received greater
attention across studies,
impacting
generalizability, no
consult with end-users
of AE. Further economic
analyses of AE
recommended.
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Key to Abbreviations
Abbreviation

Full Phrase

AD

Assistive device

AE

Adaptive equipment

ATD - General

Assistive technology device questionnaire - general to AD

ATD - Specific

Assistive technology device questionnaire - specific to LHBS

BBAS

Bradburn Balance-Affect Scale

CES-D

Center for Epidemiologic Studies Depression Scale

d/c

Discharge

HADS

Hospital Anxiety and Depression Scale

HAQ

Health Assessment Questionnaire

LHBS

Long-handled bath sponge

KFT

Keital Functional Test

MMSE

Mini-Mental State Examination

MBI

Modified Barthel Index

MES

Motivation-Embarrassment Scale

OTRs

Occupational therapists

TGR

Topics in Geriatric Rehab
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Summary of Key Findings:
Summary of Experimental Study
At three months post-stroke, 72 to 76% of patients (N = 173) in one study had at least one
piece of adaptive equipment for bathing, dressing, toileting, and walking. No data for adaptive
equipment rate of use was indicated. Patients felt that adaptive equipment allowed them to
perform ADL independently, which increased confidence and activity participation. Non-use
of assistive devices among this population was due to lack of perceived need, a desire to
perform tasks without equipment, lack of knowledge regarding proper use, and properties of
equipment affecting use (e.g., bulky, awkward to use). Researchers suggest that occupational
therapists re-evaluate the patient/equipment fit after the acute phase of care, as well as provide
in-context training to increase adherence and assist with adjustment to changes as a result of
experiencing stroke.

Summary of Outcome Studies
Usage rates of adaptive equipment varied between 50 to 70% at 4 to 8 weeks post-discharge.
Two studies found that adaptive equipment use within the first month was linked to continued
use over time. Predictors of use included positive perception of equipment (e.g., aesthetic
properties, reliability, ease of use, minimal effect on self-image, not embarrassing to use), lack
of anxiety, and the ability of patients to recall training. Discontinuation of use was found to be
due to improvements in patient mobility and function and increased self-efficacy in the ability
to perform tasks without adaptive equipment. Regarding specific equipment usage, need for
equipment following a total knee replacement was found to be 4 weeks in length. Also, the
usage rate of long-handled bath sponges was found to be associated with the number of joints
affected in patients with rheumatoid and osteoarthritis (more affected joints, the higher the use).

ADAPTIVE EQUIPMENT USE
Summary of Qualitative Studies
N/A
Summary of Descriptive Studies
Studies show that about two-thirds of patients continue to use recommended adaptive
equipment post-discharge from in-patient rehabilitation. Four literature reviews that
examined over 50 peer-reviewed articles found post-discharge adaptive equipment usage
rates between 35 and 100%, reflecting a wide range of diagnoses and time elapsed since
discharge. Studies that examined usage by patients post-joint replacement found rates
ranging from 46 to 89%.
Four key themes emerged from the literature reviewed on assistive device use postdischarge: patient-based factors, environmental factors, equipment factors, and trainingrelated factors. Demographic patient-based factors associated with higher rates of use
included being older in age (over 70), being female, having a lower income, not having a
caregiver, and having less education. Other patient-based factors influencing use are
cognitive ability to learn and recall training, diagnosis, perception of equipment, perception
of need of equipment, social perception of use, length of time elapsed since discharge,
motivation, anxiety, and involvement in the equipment selection process. The primary
environmental factor is generalization of equipment use into the next setting in the
continuum of care. Most training takes place in the in-patient rehabilitation setting, and does
not always transfer to the next setting. Additional related factors are the conduciveness of
the user’s environment post-discharge and social support during training. Major equipmentbased factors affecting use are the suitability of devices to fulfill the need of the patient and
the intended purpose, patient participation in selection, quality, aesthetics, and cost. The
training factors affecting recall and usage include time of delivery, frequency, duration, and
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instructional methods; all of which are patient-specific depending upon diagnosis and
cognitive status.

Implications for Consumers:
Patients who are prescribed adaptive equipment during rehabilitation should advocate for
themselves to be a part of the decision-making process in the choice of equipment to better
ensure an appropriate fit based on their priorities. Initiating conversations focused on
perceptions of equipment may provide users the opportunity to share their concerns regarding
perceived need, fears, and social factors; all of which may influence usage. Patients who are
communicative about their needs, learning styles, treatment preferences, values, and culture can
assist clinicians in better understanding how to create suitable equipment training programs.
The involvement of family members and caregivers in the training and rehabilitation process
may help patients adhere to the use of prescribed equipment, as well as provide them with
support to recall proper use. Patients can also advocate for equipment that is high-quality,
durable, easy to use, and aesthetically pleasing to further promote usage and prevent need for
equipment maintenance and replacement that they may not be able to afford.

Implications for Practitioners:
Occupational therapists should approach the prescription of adaptive equipment in a
patient-centered manner, including the patient in the decision-making process.
Understanding the patient’s perception of the equipment can have an impact on actual usage.
This information could be obtained by asking the patient if they think they will use the
equipment and if they understand the potential benefit of it. The selection of equipment
should include consideration of patient fit (aesthetics, suitability, durability, cost).
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Awareness of the patient’s anxiety, cognitive status, and motivation is important due to their
effects on the ability to learn. Training considerations include the timing (ability to learn,
stage of recovery) and the inclusion of family members or caregivers. Additionally,
consideration of the suitability of equipment within the home environment is a key part of
continued usage. Patients can benefit from a follow-up home visit to re-assess the fit of the
equipment within the home. Clinicians should also consider co-morbidities that could affect
patient usage, such as arthritis and dementia.

Implications for Researchers:
Further research is needed to identify the optimal amount of training necessary for patients
to feel competent in their use of adaptive equipment post-discharge. Additionally, researchers
need to consider training protocol and best practices within the context of the continuum of care
and in relation to patient factors (e.g., cognition). Research suggests that home visits and patient
follow-up (e.g., e-mail, phone call) are beneficial to patient adherence rates. Studies examining
the efficacy of home visits and follow-up within the current healthcare system would be
beneficial for determining the strength and cost-effectiveness of this approach. One study found
anxiety as a factor impeding equipment skill acquisition and performance, which prompts a
need to investigate how other psychological factors impact adherence to training and equipment
use, and how clinicians can better address these in treatment. Given the enormity of factors
(patient, environmental, equipment, and training) influencing continued use of adaptive
equipment, and the limited amount of time for occupational therapy services, it would be
prudent for researchers to identify the most salient factors influencing use.
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Bottom Line for Occupational Therapy Practice/ Recommendations for Better Practice:
Provision of adaptive equipment post-discharge should be administered in a patient-centered
manner, considering the patient’s functional ability, medical condition, cognitive status, living
situation, home environment, and perception of need and benefit. The suitability of equipment
should also be considered, fulfilling its intended purpose while also satisfying the patient’s
goals, priorities, and preferences. Clinicians need to critically evaluate the timing and type of
training provided depending on the patient’s cognitive status and diagnosis. Considerations for
training the patient in the context of use, discussing home environments, and involving family
or caregivers in the training process are critical components of use post-discharge. While
occupational therapists do not typically provide follow-up services after discharge from inpatient rehabilitation settings, follow-up is strongly recommended (e.g., phone call, email, home
visit).
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Involvement Plan

Introduction
On February 10, 2017, we met with our collaborating clinician, Joette Jindra, OTR/L,
Rehabilitation Director at ManorCare, to discuss the involvement plan portion of our research
project on post-discharge use of adaptive equipment. When we presented our initial findings to
Ms. Jindra last December, she expressed a need for an in-service presentation to share our
findings with the occupational therapy staff at ManorCare in Tacoma and reiterated this during
our February meeting. She mentioned the possibility of providing our presentation to the regional
staff of ManorCare for company-wide dissemination of our findings. Additionally, we discussed
a pocket guide that would serve as a decision-making tool for therapists when prescribing
adaptive equipment. Ms. Jindra was responsive to this idea and provided us permission to move
forward with an initial draft of the final product.
Based on our research, patient follow-up is one of the leading determinants of whether or
not patients continue to use adaptive equipment after discharge. Ms. Jindra was initially
receptive to the feasibility of a follow-up phone call, as patients are currently called postdischarge to ask about satisfaction with their stay and care received. While Ms. Jindra indicated
that the addition of one or two questions regarding adaptive equipment use would be possible,
she felt that the deadline for gathering this data in time for our final report would be unrealistic.
She mentioned that if follow-up questions regarding adaptive equipment were developed and
tracked throughout the summer, the data could be later analyzed by a fieldwork II student for
their final service project. As an alternative to collecting data from discharged patients, we
proposed surveying the therapists who attend the in-service presentation to determine if the
findings and decision-making tool we present support their clinical reasoning when prescribing
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and recommending adaptive equipment. Ms. Jindra stated this would be feasible based on our
timeline and objectives.
Context
The overall knowledge translation process of this research consists of information
dissemination, program implementation and maintenance, and monitoring of outcomes. We used
the RE-AIM knowledge translation model developed, which is an acronym for reach,
effectiveness, adoption, implementation, and maintenance (Palinkas & Soydan, 2012). The reach
of our information dissemination will consist of our collaborating clinician, her staff therapists,
and her regional director through an in-service presentation. The regional director will ultimately
decide if the information will be further disseminated at an organizational level. The
effectiveness of the implementation of a new program or protocol are subject to organizational,
departmental, and individual factors. On a departmental level, Ms. Jindra, as the director of
rehabilitation, will decide on any new program or protocol adoption, implementation, and
maintenance for use of the provided decision-making tool for prescribing adaptive equipment.
Individual therapists would then need time to adjust to utilizing a new protocol and tool before
effectiveness could be measured.
To monitor outcomes, we suggested a follow-up phone call to discharged patients who
were prescribed adaptive equipment. Since there is not currently staffing available to conduct
these phone calls, Ms. Jindra suggested either a fieldwork II student or volunteer take this on at a
later date. Follow-through of gathering this data will be both a departmental and an individual
decision at the rehabilitation director level. In the meantime, in order to measure outcomes, we
will survey the staff therapists at ManorCare following the in-service presentation to gather their
initial perceptions of the clarity and usefulness of the information. We will survey them again in
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two weeks time to see if they have had a chance to use the decision-making tool and if it has had
an impact on their ability to provide client-centered prescriptions and recommendations for
adaptive equipment.
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Tasks and Products
Task/Product

Deadline
Date

Task Steps with Dates to Achieve
Final Outcomes

Final Outcomes

Confirm in-service
date

2/28/17

Send email to Ms. Jindra to
Deadline met
confirm date to present at
ManorCare (tentatively March 24,
2017)

Draft PowerPoint
presentation of
findings regarding
factors contributing to
use of adaptive
equipment postdischarge and
implications for
practice

3/10/17,
3/17/17

Create a PowerPoint presentation
summarizing research findings,
including engaging diagrams and
visuals.
1. Outline of presentation will be
created as a team (March 10)
2. Slides will be parceled out
evenly for further input and
talking points (March 17)

Deadline met

Approval of
PowerPoint
presentation
Provide PowerPoint to
Project Chair, Project
Mentor, and
collaborating clinician
for feedback

3/17/17

Email copy of proposed
PowerPoint to Project Chair,
Project Mentor, and collaborating
clinician to allow time for review,
feedback, and approval by March
20

Deadline met

Case studies to practice 3/17/17
implementation of
decision-making tool
and facilitate team
discussion and clientcentered problemsolving

1. Create two case studies with
client factors pertinent to
major findings of research
(March 17)
2. Prepare 20 copies of case
studies (March 24)

Not completed. Case
studies removed from
in-service due to time
constraints and desire
to provide sufficient
time for questions
during and at end of
presentation

3/17/17
Decision-making tool
for prescribing
adaptive equipment
Laminated pocket guide
to prescription or other
portable tool

1. As a team, create a visuallypleasing decision-making tool
for therapists to use in
adaptive equipment
prescription
2. Provide copies to Project
Chair, Project Mentor, and
collaborating clinician to
allow time for review,

Deadlines met
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feedback and approval by
March 20
3. Prepare 20 copies (March 24)
3/24/17
Reference list of
research articles
Prepare reference list of
articles included in
CAT table

Print 20 copies of reference list to Deadline met
provide to therapists interested in
conducting more in-depth reviews
of diagnosis-specific adaptive
equipment usage rates and
prescription

3/24/17
Roster/Attendance
Sheet
Collect names and email addresses to
distribute follow-survey
electronically if
necessary

Print two roster/attendance sheets
to collect names and contact
information of therapists in the
event that an electronic survey
must be distributed to collect
outcome data

Not completed,
deemed unnecessary
by research team
because paper surveys
were distributed

3/17/17,
3/24/17

1. Develop a 3-4 question survey
for staff therapists present at
in-service regarding clarity
and perceived usefulness of
information presented and of
decision-making tool (March
17)
2. Provide copy of survey to
Project Chair, Project Mentor,
and collaborating clinician to
allow time for review,
feedback, and approval by
March 20
3. Administer survey (March 24)
4. Analyze results (early April)

Deadlines met. Paper
surveys distributed to
staff, rehabilitation
director, and regional
rehabilitation
manager postpresentation.

3/31/17,
Follow-up survey
Hard copy survey to be 4/7/17,
distributed and
4/14/17
collected in-person two
weeks after in-service
presentation. If this is
not feasible, we will email a survey via
SurveyMonkey to Ms.
Jindra to share with her
staff on April 7th with a

1. Develop a 3-4 question survey
for staff therapists present at
in-service to gather outcome
data regarding implementation
and effectiveness of decisionmaking tool (March 31)
2. Provide copy of survey to
Project Chair, Project Mentor,
and collaborating clinician to
allow time for review,
feedback, and approval by

Deadline met: Paper
copies of follow-up
survey distributed inperson. Ms. Jindra
emailed one survey
back to research team
due to absence of one
therapist at the time
of survey distribution.

In-service survey
Hard copy survey to be
distributed to therapists
at the end of the inservice presentation
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14th.
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April 4
3. Administer survey (April 7)
4. Gather and analyze results
(April 14)

ADAPTIVE EQUIPMENT USE

37

Program Outcomes and Monitoring
The most direct outcome measure for this research project would have been to gather data
from discharged patients regarding continued adaptive equipment use. Due to time and staffing
constraints, this was not feasible at this time. Therefore, in lieu of a follow-up phone call to
discharged patients, we conducted surveys of the therapists present at the in-service to gather
data on the clarity, perceived effectiveness, and usefulness of the provided decision-making tool.
An additional follow-up survey was distributed in-person two weeks after the in-service
presentation. The purpose of this survey was to discover if staff therapists had a chance to use the
decision-making tool, if it had an effect on their clinical reasoning when prescribing equipment,
and any other comments or thoughts about the overall project.
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Processes and Outcomes

To disseminate the findings of this research, the research team developed a PowerPoint
in-service presentation, a decision-making tool, and two surveys with careful attention to
creating materials which were clear, approachable, user-friendly, and time-efficient. We felt that
taking these factors into consideration would increase the engagement of the presentation
attendees and help to facilitate the effectiveness of the overall knowledge translation process.
The presentation for the in-service was created with our audience of occupational
therapists, managers, and administrators in mind, all with a solid knowledge of the profession
and the importance of client-centered practice. However, we approached presentation of the
research assuming a varying level of understanding of levels of evidence and of knowledge
translation methods. We provided an overview of AOTA and pyramid levels of evidence,
explaining the significance of strength of evidence. We incorporated humor and discussion
questions to keep attendees engaged. We summarized key themes with presentation slides that
incorporated bullet points and use of white space to avoid presenting an overwhelming amount
of technical material. We left time at the end for questions and an opportunity for clinicians to
share their experiences with equipment provision.
The research team made a strong effort to format a decision-making tool that would be
feasible for use in practice. We developed five key questions to ask patients prior to discharge
and refined these with the support of our course mentor and faculty chair. The questions targeted
understanding the patient’s perceived benefit of the equipment, anticipated use, understanding of
how to use the equipment, concerns, and general feelings about the equipment. Additionally,
associated factors grouped by the four main themes were listed below the questions to encourage
further consideration of pertinent factors impacting usage. We considered various ways to
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present this content such as in a pocket guide, electronic form, and a printed handout. After
reviewing these options with our collaborating clinician, we determined that a handout would be
sufficient.
The initial post-presentation survey to gather feedback on our presentation included two
questions on a ten-point scale. After submitting this product to our faculty chair and course
mentor, feedback was provided to collapse the scale and add descriptors to the ratings to increase
both ease of use and accuracy in response, as well as our ease in quantifying its effectiveness.
Other feedback included minor changes to headings and creating a footer that included our
names. This feedback was straightforward and easy to incorporate into the final product.
Additionally, when creating our follow-up survey that was administered two weeks later, we
incorporated the feedback previously given regarding the scaled questions, header and footer.
We did not encounter any additional challenges in survey development. Both surveys were
printed on brightly colored paper to distinguish them from the other handouts and capture the
attention of the respondents.
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Monitoring of Outcomes

We conducted an in-service presentation at ManorCare and developed a decision-making
tool to aid in the provisioning of adaptive equipment. Two surveys were developed to monitor
the outcomes of the presentation and the decision-making tool. The first survey was distributed
after our presentation to the eight attendees, who were occupational therapists, occupational
therapy assistants, the director of rehabilitation, and the regional rehabilitation manager. The
survey consisted of four questions to measure the clarity of the information presented and their
anticipated use of the information in practice. Two weeks following the presentation, we
returned to ManorCare to distribute a follow-up survey to the clinicians who attended our inservice presentation. This survey consisted of four questions to measure the general use of the
tool over the previous two weeks. The survey sought feedback with open-ended questions on the
impact of the tool in the prescription of adaptive equipment and the likelihood of continued use
of the tool by clinicians. As the director of rehabilitation and the regional rehabilitation manager
do not currently provide direct care, they did not use the decision-making tool, and therefore did
not complete the follow-up survey. Additionally, another attendee retired in the two-week period
following the presentation. As a result, we were only able to assess outcomes of the decisionmaking tool using five follow-up surveys completed by occupational therapists and occupational
therapy assistants.
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Evaluation of Effectiveness of Task and Products
The effectiveness of the tasks and products developed was based on the results of the two
surveys. Eight out of eight post-presentation surveys rated the clarity of the presentation of the
information a 5 on a 1 to 5 scale, indicating the information was “very clear.” The average rating
of how likely respondents would be to use the information in the prescription of the equipment
was 4.37, between “somewhat likely” and “very likely.” Seventy percent of respondents were
surprised by the large percentage of patients who continue to use adaptive equipment postdischarge. Six of the eight surveys left positive qualitative statements for the last open-ended
question regarding additional comments or feedback. The qualitative statements ranged from
“very professional presentation, good research,” to “would like to see follow-up with actual local
clients (maybe clinic patients?).” Based on the responses from the survey distributed after the inservice presentation, as well as from the verbal feedback received from our collaborating
clinician, the regional rehabilitation manager, and the other practitioners, we felt the initial
portion of the knowledge translation of our project was highly effective.
Four out of five clinicians used the decision-making tool in the prescription of adaptive
equipment with patients during the two weeks following the presentation. Of the four
respondents that used the tool, it had an average impact of 3.75 (between “moderate” and
“strong”) on their approach to prescription of equipment. Of the five follow-up surveys, one
survey was incomplete, with the question of how likely the decision-making tool would be used
in the future left blank. Due to the small number of surveys collected, this survey was not thrown
out. Two out of the four respondents reported that they were “somewhat likely” to use the tool,
while the other two respondents reported they were “somewhat unlikely” to use it.
Due to the small number of respondents, the short turnaround time, one missing survey,
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and one survey in which this section is left blank, we felt that it would be an over-simplification
to state that respondents on average were neither likely nor unlikely to use the decision-making
tool created for the provisioning of adaptive equipment. This question in retrospect was also
somewhat vague in that, in an environment where the staff use iPads for documentation, it is
unlikely to expect practitioners to carry around a paper handout to use in the provisioning of
equipment. The question may have been better phrased, “How likely are you to use or continue
to incorporate the information from the decision-making tool?” Despite this uncertainty, due to
the positive reception of our in-service presentation by our collaborating clinician, the regional
manager of ManorCare, and staff, as well as the positive qualitative feedback on the decisionmaking tool itself, we feel that the products created for this project were effective toward
fulfilling their intended purpose.
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Analysis of the Overall Project Process
When initially presented the research topic, our collaborating clinician asked for data on
the rate of adaptive equipment use post-discharge from rehabilitation in a skilled nursing facility.
The initial database search process required honing of both inclusion and exclusion criteria to
gather the most relevant data. Upon review of relevant articles, it became clear that the rates of
usage were linked to specific factors, which further informed the development of our research
question. Our collaborating clinician was open to the development of our research process and
the scope of our question. From there, we developed a carefully-organized search strategy and
documentation process to prevent duplication of work and increase efficiency. Once we selected
articles, we collectively synthesized the data to identify themes and common trends throughout
the research. The process of extracting key themes from articles of varying levels of evidence
and categorization proved a more difficult undertaking than we had anticipated. Since the
research spanned a wide range of ages, diagnoses, and differing variables, extrapolating an
average approximation of continued use took a great deal of careful consideration.
Our presentation of preliminary findings to our collaborating clinician was received
positively and did not result in the need to modify our process thus far. When we met with our
faculty chair to discuss our preliminary findings, she strongly urged us to discuss with our
collaborating clinician the possibility of conducting follow-up with patients after discharge.
When we presented this idea to our collaborating clinician, she felt it was not feasible for their
facility. However, during our follow-up and final meeting with ManorCare staff, our
collaborating clinician discussed with a fieldwork student the idea of conducting follow-up
phone calls to discharged patients, which showed a demonstrable impact of our findings. This
indicates the potential for the facility to collect information regarding the rate of usage directly
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from patients to best determine contributing or inhibiting factors.
The research team collectively created a decision-making tool, a PowerPoint
presentation, and surveys for the in-service and follow-up with careful attention to developing
clear, approachable, and engaging materials. The presentation was well-received by the
attendees, especially by our collaborating clinician and the regional rehabilitation manager.
Decision-making tools were passed out to the staff for use over the next two weeks, and we
returned to collect follow-up data. Ideally, the tool would have been disseminated to the entire
occupational therapy staff and we would have had more time for them to implement the
decision-making tool, but were constrained by the project timeline.
Overall, conducting this research contributed positively to our professional development
and learning of the importance of evidence-based practice. We developed research skills and
strategies that will empower us as clinicians to gather, analyze, and synthesize data. Presenting
the material provided the opportunity to practice communicating to a professional audience.
Lastly, collaborating as a research team was an effort that required strong and open
communication. We functioned productively as a team and supported each other towards a
common goal, a skill that will carry through into our future practice as clinicians.
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Recommendations for Future Follow-up on Projects
We recommend that ManorCare conduct follow-up phone calls to discharged patients
who were prescribed adaptive equipment by occupational therapists. The decision-making tool
could serve as a guide to direct the content of the conversation. This will allow management and
staff to gather direct responses from patients on their use of adaptive equipment and factors
affecting usage. It could also serve to determine if the decision-making tool is an effective aid in
the provisioning of equipment. Staff may use this information to identify additional factors
contributing to or inhibiting use. This task could be conducted by a fieldwork I student or
volunteer if not feasible for staff. Additionally, our decision-making tool could be used by
occupational therapists at all ManorCare locations for data collection on its efficacy. Once staff
have had a longer period of time to use the tool, additional feedback could be gathered to
increase user-friendliness. A future Master’s research project for occupational therapy students
may focus on developing diagnoses-specific decision-making tools to increase client-centered
equipment provisioning.
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